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K022 | NFPA 101 LIFE SAFETY CODE STANDARD KQ22| Lakebridge Health Care Center believes its ,()'/éu/ /
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i A_cgess to exits is marked by approved, readily
i visible signs in all cases where the exit or way to
t reach exit is not readily apparent to the
coccupants,  7,10.1.4
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: This STANDARD s not met as evidenced by ‘

B:.ase:d on observation, the facility failed to assure |
| exit signs are readily visible,

| The findings include:

J Observation on December 5, 2011 at 1:00 pm

| revealed two (2) exit lights in an enclosed court
| yard were faded and not visible and must be

| replaced.
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current practices were in compliance with
the applicable standard of care but that i
order to respond to this citation from the
surveyors the facility is taking the follo&ing
additional actions :

IDENTIFICATION
The access to two exits signs were orderged
12/12/2011and will be replaced on _
12/16/2011. ]

|
MEASURES/SYSTEMIC CHANGES

Exits sign were checked by Maintenance
Director on 12/9/2011and no other signs
were found to be faded or not visible. Exit
Signs will be checked monthly by the
Maintenance Director.

MONITORING

Measures to assure compliance include
monthly Performance Improvement audits
by the Administrator and Maintenance
Director. They will monitor for any signs
that are faded or not visible and report
monthly to the Performance Improvement
Committee, which consists of Administrator,
Medical Director, Director of Nursing, |
Assistant Director of Nursing, Dietary |
Manager, Consultant Pharmacist, MDS| &
Assessment Nurse, Housekeeping
Supervisor, Maintenance Director, Social
Services Director. The Committee’s
recommendations will be followed up by the
Administrator . 1
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Any d ciancyfwmmcm ending with an asterisk{Y denotes a deficiency which the institution may be excused from correcting providing it Is detsfmined that -

other safeguards provide sutficient protection to ti

palients. (See instructions,) Except for nursing homes, the findings stated above ara disclosable 50 days

following the date of survey whether or net a plan of correction s provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documants ars mads avallable to the facillty. If deflciencies are cited, an approved plan of correction I3 raquisite to continued

pregram participation,
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